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Child development is dynamic and multidimensional, 
with genetic and epigenetic building blocks upon which 
the complex eﬀ ects of environment are overlaid (ie, 
nurture through nature).1 In children with cerebral palsy 
and other disabilities, developmental outcome is more 
than the result of medical treatment, and includes the 
child’s communication, coping, and problem-solving 
skills; educational opportunities; family adaptation; 
and service delivery2—factors all shown by quality of 
life (QoL). WHO’s deﬁ nition of QoL as “the individual’s 
perception of their position in life in the context of 
the culture and value system in which they live, and in 
relation to their goals, expectations, standards, and 
concerns”3 represents the validation of the unique 
value of every person, typically developing or with a 
disability. The University of Toronto Centre for Health 
Promotion deﬁ nes QoL as “the degree to which a person 
enjoys the important possibilities of his or her life”.4 This 
deﬁ nition emphasises that the quality of a child’s life is 
interconnected with the nature of caregiver care and 
the environment in which each child lives. Increasingly, 
QoL is valued as an important addition to standard 
biomedical reports, and as a measure of clinical progress 
and research outcome.5
The large longitudinal cohort study of Allan Colver and 
colleagues,6 reported in The Lancet, examines how self-
reported QoL in adolescents with cerebral palsy varies 
with impairment, how it compares with the perceived 
QoL of peers in the general population, and to what 
extent childhood factors amenable to intervention—
pain, psychological problems, and parenting stress—
predict adolescent QoL. Young people reported their 
QoL using KIDSCREEN, a generic QoL instrument with 
sound psychometric properties designed for children 
and adolescents.7 This study was done as part of the 
larger European SPARCLE study whose strengths include 
randomly selected sampling from population-based 
cerebral palsy registers in nine European regions.8 
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commonly practised after medical (but not surgical) 
abortion.12 Insertion of intrauterine contraceptives 
within 1 week of medical abortion, however, is safe and 
well tolerated and has no increased risk of expulsion or 
complications.13 Early access to aﬀ ordable longacting 
contraceptives is an important component of an 
eﬀ ective abortion service.
Sunde Oppegaard and colleagues1 focus strongly on 
what women want, but not all women want the same 
things. Furthermore, although patients’ preferences 
are important for service design and uptake, safety 
and eﬃ  cacy are equally important. Follow-up after 
medical or surgical abortion should continue to provide 
individualised care.
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Colver and colleagues report outcomes from a 5-year 
longitudinal follow-up (SPARCLE2) of 355 adolescents 
aged 13–17 years who were able to self-report their 
QoL (longitudinal sample) and a cross-sectional sample 
including 76 additional adolescents (n=431).6
The ﬁ ndings are encouraging in that average diﬀ erences 
in QoL between the least-able and most-able groups of 
adolescents were generally less than 0·5 SD; impairments 
were signiﬁ cantly associated with lower adolescent QoL 
in only three of ten domains (Moods and emotions, 
Autonomy, and Social support and peers). Adolescents 
with cerebral palsy had signiﬁ cantly lower QoL than 
matched controls in the general population in only one 
domain—Social support and peers (mean diﬀ erence –2·7 
[0·25 SD]; 95% CI –4·3 to –1·4). Similar ﬁ ndings of stability 
of QoL among school-age children, both with cerebral 
palsy and typically developing peers, have been reported 
in several other large studies.9,10 Colver and colleagues’ 
report adds to the growing recognition that QoL reﬂ ects 
the unique internal milieu and perceived possibilities of 
each child, with or without cerebral palsy.
An important point of Colver and colleagues’ 
study6 is that there are modiﬁ able factors that can 
positively change QoL in children with cerebral palsy. 
These factors include parenting stress, psychological 
problems, and most notably pain. Pain in childhood 
or adolescence was strongly associated with low 
adolescent QoL (up to 6 points lower) in eight 
domains. Pain in children with cerebral palsy is a 
common problem. In a 2012 article,11 75% of children 
with cerebral palsy were reported to have pain, which 
was present with all levels of disability, increased with 
age, and was linked to higher rates of behavioural 
problems and lower participation. Given the eﬀ ects 
on adolescent QoL, pain assessment and management 
should be a priority for all children with cerebral palsy, 
irrespective of level of motor impairment.
One caveat, which Colver and colleagues recognise, 
is that the study excluded children and adolescents 
with cerebral palsy who could not self-report their 
QoL because of severe learning diﬃ  culties. This group 
often has more severe and multiple impairments, and 
a parent or caregiver proxy report might yield diﬀ erent 
QoL results. Thus, no conclusions can be drawn from 
this study about the QoL of adolescents with severe 
developmental disabilities, and the challenge is to 
include their voices in future research.
As known by people with cerebral palsy, the medical 
and rehabilitative community now recognises that 
aﬀ ected individuals seek the same QoL and social 
participation as others, rather than just improved 
physical function for its own sake.12 Cerebral palsy is a 
lifelong disorder with interventions during childhood 
that might have long-term individual, family, and 
societal beneﬁ ts. Colver and colleagues’ study6 suggests 
that children and adolescents with cerebral palsy may 
need particular help maintaining and developing peer 
relationships. Childhood interventions that optimise 
social support, health, and wellbeing may aﬀ ect not only 
adolescent QoL, but also adult outcome by optimising 
each individual’s potential to adapt to, and prevent or 
reduce, the secondary morbidities often present.13
Colver and colleagues are to be commended for their 
work in placing QoL at the centre of the thoughts of all 
interested in promoting the wellbeing of people with 
cerebral palsy.
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Medical education is overdue for radical reforms: well-
argued proposals in support of the need for substantial 
reform have appeared in this journal and elsewhere.1–4 A 
readiness for change is emerging in various new ways.5 
Medical education traditions were mainly established 
about a century ago, after publication of the Flexner 
Report.6 Since then, health-related sciences, and the 
health-care needs of people, have changed substantially. 
Yet not enough medical schools have changed 
suﬃ  ciently to provide what is now needed.1–4
Health-relevant problems can be traced, in part, to 
inherited educational traditions. There is a pronounced 
and growing shortage of doctors, especially in the 
emerging economies, and there is a misdistribution of 
specialty doctors, with insuﬃ  cient proportions in primary 
care. Not enough doctors adapt appropriately to new 
scientiﬁ c ﬁ ndings or to their patients’ changing needs. 
Too few have the skills needed for inﬂ uencing the health 
behaviours of others or for being productive members 
of collaborative, interprofessional teams. An insuﬃ  cient 
number of medical faculty members are well prepared, 
eﬀ ective educators, and too few medical schools prepare 
their students for a lifetime of learning and change. 
Insuﬃ  cient use is made of available technologies for 
learning and memory support. Additionally, the high 
costs of medical education, and education programmes 
that are not relevant to local contexts, deprive emerging 
economies of much-needed medical expertise. Medical 
schools need to address these issues.
Internationally prominent authorities and high-level 
commissions have been urging professional and political 
leaders to increase educational capacity in the health 
professions, and to develop educational approaches 
that ensure graduates can meet the new and changing 
health-care needs of people in the 21st century.1–4,7,8 We 
Are the conditions right for a 21st-century medical school? 
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Panel: International New School of Medicine’s programme principles
• A graduate-entry or equivalent, rolling-admissions programme. We regard age, 
maturity, and life experiences as necessary components of optimum clinical practice.
• We will conduct the educational equivalent of a thorough diagnostic workup of our 
student applicants so that they and we can make well informed decisions regarding 
their ﬁ t for our approaches, and so that, together, we can devise an optimum, 
individualised learning plan for each accepted candidate. 
• Student selection will include high valuing of those who are suited by temperament and 
commitment to the challenges of providing primary care for underserved populations, 
which, we are persuaded, requires people who are as comfortable as possible with 
ambiguities and uncertainties,10,11 and are capable of empathetic communication.
• No regular learning groups will have more than eight learners at a time because the 
evidence is strong that larger learning groups are ineﬃ  cient, even wasteful.
• Learning will grow out of student motivations, interests, and clinical experiences. 
A sense of ownership—intrinsic motivation—is vital to meaningful, lasting learning.12 
• Simulated and real clinical experiences will begin in the ﬁ rst days of student 
enrolment. The biological and social sciences are vital, but are not learned best in the 
abstract by future clinicians; a sense of need for them should come ﬁ rst.
• Clinical experiences will be focused on ambulatory, primary care—the domain in which 
the needs are greatest almost everywhere.
• Prospective faculty will be recruited on the basis of their commitment to clinical 
education and their alignment with iNSoMed’s principles. As with students, faculty 
candidates will participate in a substantial diagnostic workup to assure them and us 
that they will be a good ﬁ t with our mission and approaches, so that they can be 
eﬀ ective contributors to the ongoing evolution of iNSoMed’s programmes.
• Faculty members will participate in our intensive and extensive Educator Development 
Programme to understand and be constructive partners in iNSoMed’s culture.
• Our adaptive learning,13 outcomes-focused programme will be managed by well 
prepared facilitators and mentors, and orchestrated by the use of advanced 
technologies. The well documented diversity among learners requires far more 
customisation than is typically provided; and will enable varying programme 
durations, with graduation dates tied to learner readiness, not the calendar.
